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Glossary of abbreviations and acronyms 

etc. Etcetera 

IMO International Maritime Organization 

AED Automated External Defibrillator 

BVBA Besloten Vennootschap met Beperkte Aansprakelijkheid / Private Limited company 

Bft Beaufort 

CPR Cardiopulmonary Resuscitation 

fv Fishing Vessel 

kW kiloWatt 

L Litre 

Lbpp Length Between Perpendiculars 

LIANTIS 

(PROVIKMO) 

External Service for Occupational Health 

LT Local Time 

m Metres 

N° Number 

NV Naamloze Vennootschap/ Private Limited Company 

PREVIS Preventie van Arbeidsongevallen aan boord van Visserijschepen (Prevention of 

Occupational Accidents on board Fishing Vessels 

PS Portside 

SB Starboard 

UK United Kingdom 

UTC Universal Time Coordinated 

VMS Vessel Monitoring System 

WNW West-Northwestern 

ZVF Zeevissersfonds / Sea Fishery Foundation 
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1 Marine Casualty Information 

1.1 Resume 
 

After spending some time ashore, a crewmember boarded the moored vessel at the 

forecastle, since the available access ladder was awkward to use and hindered by a chain, 

 and fell into the water.  

A colleague whom he arrived with at the vessel together, entered the ship’s accommodation 

to alarm the other crew members. 

After a laborious recovery of the man overboard, no pulse or respirations was detected and it 

was decided to perform CPR. The crewmember was subsequently transported to a hospital, 

where determined and confirmed that the crewmember had deceased.  

 

1.2 Classification of accident 
 

According to Resolution A.849(20) of the IMO Assembly of 27th of November 1997, Code for 

the investigation of Marine Casualties and Incidents, a very serious marine casualty means a 

marine casualty involving the total loss of the ship or a death or severe damage to the 

environment, consequentially, the incident was classified as 

 

VERY SERIOUS 

 

1.3 Accident Details 
 

Time and date November 11th 2019, 23:50 LT 
  
Location K Wall, Milford Docks, Wales, UK 
  
Persons on board 6 
  
Deceased 1 
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2 Synopsys 

2.1 Narrative (LT, UTC, unless specified) 
 

On Sunday, November 10th 2019, around 15:30, the fv Z.15 – ZILVERMEEUW moored at 

Milford Docks, Wales, UK. An additional crewmember was to embark and the catch was to 

be landed. The crew also wanted to take advantage of the time in port to carry out some 

repairs to the fishing gear.  

The vessel had planned to go to sea again the next day, but due to problems with the VMS, 

the vessel had an unplanned prolonged stay in port. 

 

Figure 1 - Port of Milford Haven Docks 

 

Milford Docks is located near the centre of Milford Haven. The fv Z.15 – ZILVERMEEUW 

berthed SB side at the K Wall, as indicated in Figure 2.  



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 8 of 43 

 

Figure 2 - Z.15 ZILVERMEEUW berth 

 

The port entrance is protected by a lock, reducing the interval between high and low water 

inside the port As shown in Figure 3, there was a tidal range of approximately 2 metres. 
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Figure 3 - Water level in Milford Haven 

Fv Z.15 – ZILVERMEEUW was berthed inside the docks. The orange line indicates the water level 

inside the docks. The green line indicates the time the crewmember fell into the water. 
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The vessel was moored with 2 lines fore and 2 lines aft. All mooring lines were attached to 

steel bollards on board. 

To keep the vessel aligned with the quay, the mooring lines needed to be adjusted by hand 

time and again. Reportedly, this was only done during daytime when the crew was working 

on deck. During the nighttime, sufficient slack was kept in the lines so that no adjustments 

were to be made. This gave the vessel the possibility to drift slightly away from the quay 

(depending upon the length of the mooring line and the tide).   

After arrival of the vessel on November 10th 2019, the crew landed the catch and loaded it 

into a lorry and continued working till around midnight. 

On Monday November 11th 2019, maintenance on board was performed until around 17:00. 

Around 20:00, five crewmembers went ashore using the quay side ladder and visited a local 

pub.  

 

Figure 4 – Quay side ladder at the berth of fv Z.15 - ZILVERMEEUW 
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Figure 5 - Quay side ladder- top view from jetty 

 

After having some beers, the crew returned to the vessel. All crewmembers were back on 

board around 21:30. They got back on board using the quay side ladder.  

Around 22:00 three crewmembers left the vessel again, using the quay side ladder, to visit 

another pub where they had consumed some alcoholic beverages. One crewmember 

returned to the vessel at 23:15 and boarded using the quay side ladder.  

At 23:49, the other two remaining crewmembers arrived at the vessel. The forecastle was 

touching the quay, the aft was blown off. The water level had dropped since they boarded the 

previous time (around 21:30). The forecastle deck was approximately at the same level as 

the jetty. 

Due to the tide and the position of the vessel , the two crewmembers considered that 

boarding by the forecastle was easier and safer than by the quay side ladder.  

The first crewmember went onto the forecastle and climbed over the vessel’s guard rail. 

The second crewmember boarded via the forecastle immediately thereafter. The first one 

assisted him to get on board by lending him a hand. Once on board  further assistance from 

the first crewmember was refused. The second crewmember was holding onto one of the 

wires of the mast when he was on board. He started stepping sideways on the small strip of 

the deck between the ship’s side and the guardrail, subsequently slipped and fell into the 

water.  
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Figure 6 – Point of boarding at the forecastle 

 

The crewmember that had fallen into the water tried to swim towards the quay side ladder 

while the crewmember remaining on board rushed to the mess room and alarmed the other 

crewmembers. 

The crewmember that arrived back on board earlier, at 23:15, whom was sitting in the mess 

room subsequently immediately came onto the deck. He found the victim face down in the 

water, appearing unconscious. He descended into the water via the quay side ladder and 

grabbed the victim by the clothing in order to pull him towards the quay side ladder thereby 

keeping the victim’s head above the water.  

In the meantime the other crewmembers arrived on deck. They wanted to pull the victim out 

of the water.  

They used boat hooks to bring the victim alongside the vessel. The crewmember that 

rescued the victim in the water climbed back on board. 

It was not possible to pull the unconscious victim on board by hand. 

Meanwhile, at 00:07, the emergency services were called by phone, using emergency 

number 112, which worked well. 

The crew decided to use the winch wire to lift the victim out of the water. The crewmember 

who had already been in the water jumped back into it to fit a strop under the victim’s arms 

and subsequently returned back on board by using the quay side ladder.   

At 00:15 the victim was lifted on deck and CPR was commenced. 



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 13 of 43 

 

 

Figure 7 - Strop used to lift the victim out of the water 

 

The defibrillator (AED) was taken from the bridge onto deck. Reportedly the crew had some 

difficulties attaching the electrode pad due to the stress and panic this emergency situation 

caused. When attaching the first pad to the victim’s chest, the AED gave a signal that there 

was no contact. At the moment they were changing the pad, a Docks and Marina operative 

who had arrived took over the vessel AED machine and used it correctly. This was at 00:27. 

Manual CPR was given all the time. 

At 00:28, the emergency services arrived. The victim needed to be transferred from the 

vessel by means of a launch. 

The victim was transferred into the launch at 00:57. At 01:02, the victim was transferred from 

the launch into the ambulance. The ambulance arrived at the hospital at 01:19 , where it was 

confirmed that the victim was deceased. The cause of death was later confirmed to be 

drowning. 
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3 Factual information 

3.1 Vessel’s details 

Figure 8 – Z.15 – ZILVERMEEUW 

 

Type: Fishing vessel (Beam trawler) 

Flag: Belgium 

Port of registry: Zeebrugge 

Call Sign : OPAO 

IMO N°: 7936777 

Shipyard : NV Westvlaamse Scheepswerf 

/ SV Scap 

Year of build : 1975 

Current owner: BVBA rederij Devan 

LOA: 34.8m 

Lbpp: 31.03m 

Beam (over all): 7.68m 

 

Gross tonnage: 236 

Net tonnage: 70 

Engine power: 883 kW 

Engine type: ABC  

Hull: Steel 
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3.2 Autopsy report 
 

The postmortem examination report identified the cause of death as drowning. 

The toxicology examination showed that the crewmember’s blood alcohol concentration was 

269 milligrams per 100 millilitres.  

The autopsy report stated that such a concentration was sufficient to impair cognitive 

behaviour and motor function. 

 

3.3 Environmental conditions 
 

The night of 11th November 2019 was a quite cool night with a temperature of 7°C.There was 

a 4-5 bft WNW wind. 

The water inside Milford docks was calm and the water temperature  in Milford haven ( outside 

Milford Docks) was 13°C. 

4 Analyses 

4.1 Access to the moored vessel 
 

Fv Z.15 – ZILVERMEEUW was berthed at the K Wall at Milford docks. There was a tidal range 

of approximately 2 metres. 

The vessel was not equipped with a gangway or other means of access. No custom made 

means of access that could be used in conjunction with a tidal range were available on board. 

According to the crew, the use of a gangway was not possible due to the design of the ship 

and the tidal range. 

According to the port, vessels of a similar size moor on K wall and successfully position their 

gangway between the vessel and the quay. 

The quays were fitted with fixed ladders. The ladder giving access to fv Z.15- ZILVERMEEUW 

was positioned amidships of the vessel when moored properly. 

The crew mainly used this ladder to board/leave the vessel. 

The ladder was not always easily accessible: 
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- Fishing gear obstructed easy access, as well as from the jetty (chains) as from deck ( 

see  

- Figure 9, Figure 10 and  

- Figure 11).  

- The distance to the ladder increased when the mooring lines were slack, a rope 

attached to the ladder could (partly) prevent this (see  

- Figure 11). 

 

 
Figure 10 - Chains of fishing gear obstructing quay side ladder (2) 

 

  

 
 

Figure 9 - Chains of fishing gear obstructing quay side ladder (1) 
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Figure 11 - View from vessel to quay side ladder 

The rope had been attached to the quay side ladder after the accident 

 

Even in ideal conditions, the quay side ladder was awkward to climb, and its design did not 

encourage use:  

- No handles were in place at the jetty to get on the ladder. One had to crawl on his or 

knees to get one’s feet and hands on the supports, see Figure 12. This design allowed 

hand grip when climbing up the ladder and also allowed mooring ropes to pass over 

without catching hold of any part of the ladder. 
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- At the top of the ladder, there was limited space between the supports and the concrete of 

the jetty. Only the tip of a shoe could rest on the rungs of the ladder, see 

- Figure 13. 

 

At the lowest tide in Milford Docks, the jetty and forecastle of fv Z.15-ZILVERMEEUW were 

approximately on even level. Getting on board by the forecastle was an alternative for the use 

of the quay side ladder, but some obstacles had to be taken into account:  

- The ship’s side curved inwards at the forecastle. There was some obstruction by wires 

and a blue post. Only when the vessel’s head touched the quay under a certain angle, 

 

Figure 12 - Quay side ladder - no handles on top 

 
 

Figure 13 - Quay side ladder detail - Distance between concrete and supports 
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was it possible to step on board in front of the blue post, on the small strip of the deck 

outside of the guardrails.  

 

Figure 14 - Shape of the forecastle 

- Once on board, one could stand on a small strip of deck, but it was still required to climb 

over the guardrail 

- From the forecastle, a small ladder gave access to the deck below. This passage was 

obstructed by fishing gear 
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Figure 15 - Access ladder to forecastle 

 

Generally, it could be concluded that the access to the vessel had not been properly assessed 

by the crew. No mitigating measures had been taken to make access to the vessel as safe as 

possible within the given conditions. The nearest lifebuoys were located at the wheelhouse.   

Safety instruction cards, as part of the safety handbook for the fishing industry, issued by 

PREVIS/ZVF/LIANTIS (formerly PROVIKMO), were available on board (in Dutch, see 

appendices).  

Safety instruction card A102 (dated 01/08/2010) described the dangers involving 

boarding/leaving a fishing vessel and stated that a pilot project regarding boarding/leaving a 

fishing vessel was ongoing. The project was stopped without an available outcome. 
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4.2 Recovery of a man overboard 
 

A MOB procedure was available on board. The procedure had never been trained on board. 

During safety training ashore, MOB situations had been trained, but not on the vessel itself. 

All crew was in possession of at least a basic safety certificate. 

The Fv Z.15- ZILVERMEEUW had no additional equipment on board to respond to a MOB 

situation, such as a MOB cradle. 

The accident indicated that taking an unconscious victim on board by hand was almost 

impossible. 

Safety instruction card R&B321 (dated 01/08/2010) stated that a ship specific MOB procedure 

was available on board. The ship specific procedure contained information regarding a MOB 

situation at sea, where a victim could be picked up by use of the fishing gear.   

Safety instruction card R&B314 (dated 16/06/2011) explained the possibilities for recovering a 

man overboard. The Jason Cradle and Marcus Life Net were mentioned in the instruction, but 

such devices were not on board. The instruction also explained the possibility to use the 

fishing gear (chain net) to recover a MOB. 

The possibilities to recover a MOB as described into the safety instruction could not be used in 

this situation where a man had fallen between the vessel and the jetty.  

Usage of the quay side ladder would have been a possibility, however only if the victim was 

conscious and physically able to climb the ladder after the fall overboard. 

The crew decided to use a strop together with the winch wire. This method had not been 

described in the instructions, however was successful in this case, although improvements 

could be done.  

If a vessel was equipped with a Jason Cradle or a Marcus Life Net, the use of this cradle/net 

was subject to a yearly inspection by the Flag State. Testing of MOB procedures on board 

vessels not equipped with such net/cradle is not subject to the inspection. 

The employment agreement between fishermen and company mentioned the owner as the 

safety advisor, responsible for the rollout and implementation of the safety policy on board.     
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4.3 Use of AED equipment 
 

The vessel was equipped with an AED. 

Safety instruction card R&B301 (dated 27/09/2011) explained that every fishing vessel 

supported by PREVIS had been equipped with an AED. Every 2-3 years, training was 

organised. 

When using the AED, the stress and panic made it difficult to attach the electrode pad. To 

attach the pad, the wrapping foil needed to be opened and a plastic backing film needed to be 

removed. The victim’s chest needed to be dry.  

Probably a lack of experience, stress and panic were the cause that the first pad was not 

successfully attached to the victim’s chest. 

After replacing the pad by another one, it stuck well to the victim’s chest. At that moment a 

Docks and Marina operative arrived and used the AED machine correctly. The emergency 

services arrived soon afterwards and started using their own equipment, so the on board AED 

was no longer needed. 

4.4 Alcohol policy on board and in port      
 

Safety instruction card A124 (dated 01/08/2010) was on board and concerned  the (mis)use of 

alcohol and drugs. The instruction card did not mention any rules or restrictions and referred to 

the owner of the vessel as the safety advisor to implement a policy concerning the use of 

alcohol and drugs.  

The agreement between both employers (shipowners) and employees organisations 

(fishermen) regarding a preventive policy concerning the use of alcohol and drugs was laid 

down in a Royal Decree1 with the vision to develop a preventive policy plan including a.o. 

guidelines, procedures, information, education and an assistance framework. 

The policy is valid from the moment the fisherman leaves his home until he arrives back home 

again.  

 
1 5 September 2018- Koninklijk Besluit waarbij algemeen verbindend wordt verklaard de collectieve 

arbeidsovereenkomst van 3 mei 2018, gesloten in het Paritair Comité voor de zeevisserij, betreffende de 

uitvoering van de collectieve arbeidsovereenkomst nr.100 van 1 april 2009, gesloten in de Nationale Arbeidsraad, 

betreffende het voeren van een preventief alcohol- en drugsbeleid in de ondernemingen die vallen onder  de 

sector zeevisserij. 
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The policy included step-by-step plans about actions to be taken by chronic and acute abuse 

of drugs/alcohol, commencing with the spotting of disfunctional behaviour by the skipper.  

No information regarding this agreement and/or policy was available on board.   

Other Belgian law about the use/carriage of alcohol and drugs on board includes:  

- an alcohol limit of 0.05% when on duty; 

- the prohibition for all fishermen to bring alcohol and drugs on board (as stated in detail in 

the labour contract and into the law of May 3rd 2003). 

Despite the policies, the on board instruction cards and applicable legislation, daily 

consumption of alcohol (distilled liqueurs) was still accepted on board and no limits about the 

usage of alcohol when alongside were set on board. 

4.5 Cause of drowning 
 

Immersion in cold water (water under 15ºC) can lead to death in one of the following three 

ways:  

1. Cold shock response  

On immersion in cold water the sudden lowering of skin temperature causes a rapid 

rise in heart rate, and therefore blood pressure, accompanied by a gasp reflex 

followed by uncontrollable rapid breathing. The onset of cold shock occurs 

immediately, peaking within 30 seconds and lasts for 2-3 minutes. If the head goes 

underwater during this stage, the inability to hold breath will often lead to water 

entering the lungs in quantities sufficient to cause death. Cold shock response is 

considered to be the cause of the majority of drowning deaths in UK waters.  

 

2. Cold incapacitation  

Cold incapacitation usually occurs within 2-15 minutes of entering cold water. The 

blood vessels are constricted as the body tries to preserve heat and protect the vital 

organs. This results in the blood flow to the extremities being restricted, causing 

cooling and consequent deterioration in the functioning of muscles and nerve ends. 

Useful movement is lost in hands and feet, progressively leading to the incapacitation 

of arms and legs. Unless a lifejacket is worn, death by drowning occurs as a result of 

impaired swimming.  

 

3. Hypothermia  

Hypothermia onset occurs when the human body’s core temperature drops below 

35ºC (it is normally about 37ºC). Depending on circumstances, this can occur after 30 
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minutes. The body’s core temperature can continue to drop even after the casualty 

has been recovered from the water if the re-warming efforts are not effective.  

The water temperature was only 13°C. Shortly after falling into the water, the victim was 

reported unconscious. The autopsy report did not reveal any head injuries. Despite his warm 

clothing, the victim almost certainly suffered a cold shock response.  

5 Cause of the accident 

The absence of a safe access point to the vessel caused the fall into the water.  Boarding at the 

forecastle was considered safer/more comfortable than boarding by the quay side ladder at low 

tide and considering the distance between jetty and vessel.  

The amount of alcohol consumed by the victim adversely affected his performance (risk 

perception, reaction time, co-ordination) and so contributed to the accident.  

As the water temperature was low and no floating safety devices were available, the victim could 

not reach the quay side ladder before he lost consciousness due to hypothermia. CPR was only 

administered when casualty recovered on board, and could have started earlier if and when the 

emergency preparedness and response time on board were better.  
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6 Conclusion 

6.1 Safety Issues 
 

No or little efforts had been made to make the access to the vessel as safe as practically 

possible. Different access points were used depending on the tide and the distance between 

the vessel and the jetty. These access points could not be considered safe as access was 

hindered by chains, guardrails and fishing gear. 

The quay side ladder was used as access point to the vessel, as the vessel had no means of 

access available. This ladder was not considered user friendly and awkward to use. No 

handles were in place at the top of the ladder. Crawling on your knees was necessary to get 

on the ladder.  

The safety instruction cards on board described that a pilot project concerning safe access 

was running in 2010, but no outcome was made available. No results improving safe access to 

the vessel were visible on board. The card did not mention practical guidelines to 

assess/improve the access to the vessel.  

Emergency procedures in case of a MOB were described in the safety instruction cards on 

board. The effective implementation of these procedures on board were never tested. The 

victim was lifted out of the water by means of a strop connected to the winch wire. Effective, 

but not comfortable. 

Both the access to the vessel as the emergency response indicate that there is a higher need 

for vessel specific safety assessment, training and follow-up of implementation of procedures 

and instructions. No ship specific risk assessment was in place.   

The consumption of alcohol when off-duty in port is a common phenomenon, but the tragic 

consequences of this accident demonstrate that drinking to excess significantly worsen the 

risk of life for crew that live on board ships when in port.  
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6.2 Actions Taken 
 
The Port of Milford Haven:  

 
1. Conducted a thorough review of safety, access ladders, services and fendering within 

the docks. As part of this process the port consulted industry organisations (British 

Ports Association, Seafish and Customers) as well as other UK fishing ports in order to 

determine best practice. This review has led to the following changes: 

  

 Commenced repair/replacement of the quay ladders within the port, which will 

include the addition of ‘over the top’ hand holds at the top of the ladder to allow 

the user to safely step from the quay side on to the ladder 

 New ladder for K4 (Zilvermeeuw berth on the night of the accident) and 

recessed off the Quay Wall 

 Minor maintenance works completed on current hand rails on J Wall & K Wall.  

 Signed off on design for a fixed handrail on K Wall and J Wall for ease of 

access – as per Newlyn Docks, see Figure 16.  

 

 
 

Figure 16 - Handrail design for K Wall and J Wall 

 
 

 Heavy duty fendering will be fitted on all ladders along K Wall. 

 Additional emergency ladder will be fitted on K Wall (K5).  
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 All grab holds (fixed between the emergency ladders on the quay) replaced on J 

Wall.  

  

2. Increased the number of quayside lifesaving appliances. As part of the Health, Safety 

and Welfare funding of the  European Maritime and Fisheries Fund, the following 

changes will see the provision of: 

 lifebuoys every 25m rather than 50m; 

 fire extinguishers sited on the berth; and, 

 a quayside defibrillator for use in an emergency. 

 4 x Portable Embankment Ladders.  

 Marine Crane located on J Wall (in situ, but requires commissioning). 

  

  
3. Will issue a revised leaflet issued to all fishing vessels on arrival, see appendix 8.2. 

 This colour leaflet details the position of the various berths within the port, the 

telephone numbers to call in case of an emergency.  

 Revised A4 Arrival Form (see appendix 8.2) with location map and 

safety guidelines incorporated for agents and masters.  Operatives 

meet the vessel on the quay to ensure the Master has a copy of the 

arrival form. 

 The Pierhead Operator communicates to all vessels entering the lock of 

the Dock tidal range and advises the Master to adjust mooring lines 

accordingly.  

  
4. Improved safety signage within the port, see appendix 8.2. 

 A contract has been let to produce improved safety signage for display within the port. 

 A0 Signage (Map and Safety Guidelines) will be erected on J Wall, K 

Wall and in the Lock Barrel (Milford Haven Port Authority Marketing 

department have submitted planning permission for the signage).  

  
5. Will issue a crew member health and safety card, see appendix 8.2. 

The provision of small plasticised cards to crew members highlighting safe practices to 

be followed within the port.  

 A5 Flyer printed in cellophane attached plastic and given to all crew 

members at Milford Fishing Docks.   
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7 Recommendations 

The owner of the vessel , BVBA rederij DEVAN is recommended to: 

1. Assess the vessel’s operational safety risks and to take appropriate action. Such 

actions may include, but do not have to be limited to: vessel specific instructions 

concerning safe access and vessel specific training regarding emergency procedures. 

 PREVIS is recommended to:  

2. Further develop and roll-out the action plan regarding alcohol and drug consumption, 

up to a level where the information is available on board and understood by the crew. 

 

3. Develop a vessel safety management system for all Belgian fishing vessels together 

with other parties involved. 
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8 Appendices 

Appendix 1  Safety Instruction cards 



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 30 of 43 



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 31 of 43 



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 32 of 43 



 

 

2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 33 of 43 
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2019/008718                    Investigation report into a fatal accident on board Z.15 – ZILVERMEEUW 

                                            on November 11 2019 at Milford Docks, Wales, UK    Page 38 of 43 

Appendix 2  Actions Taken by the Port of  Milford H aven 
 

A5 Flyer – page 1 
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A5 Flyer – page 2 
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New Arrival Form A4 – page 1 
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New Arrival Form A4 – page 2 
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A0 signage in the port – part 1 
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A0 signage in the port – part 2 
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